9 cells/L and 6.12 x10 9 cells/L, respectively. The mean CD4 value was 809 cell/µl for men and 868 cell /µl for women. Forty two percent of the study participants had O blood group. CONCLUSION: the hematologic and immunologic profile of the studied population in Southwest Ethiopia is different from the reports from other countries and the standards described in western literature. We recommend conducting similar nationwide study to determine the immunological and hematological reference values of the Ethiopian population as a whole.
INTRODUCTION
Lack of appropriate local reference values for hematoimmunological parameters are challenges in interpreting results for management of patients and other decision making. Health professionals usually use textbook reference values to compare the reported values. In addition to lack of evidence based practice, such values have substantial variability between subjects by age, sex, geographic, environment and genetic variation (1, 2) .
Moreover, the laboratory method used to establish the reference values can lead to different results. Inappropriate reference values may increase the risk of either unnecessary additional investigations, failure to detect underlying disease or mismanagement of patients. Normality of values for a given individual are usually defined in terms of the range of results typically encountered from similar subjects who are known to be in good health.
Textbook reference values have been derived from a variety of samples (3) (4) (5) (6) . The reference values of hematological and immunological values currently used in Africa and Asia are borrowed from data collected from populations living in developed countries (7) . Some studies conducted in Asian and African countries showed lower values compared to the established Western references as presented elsewhere (2, 8, (9) (10) (11) (12) (13) . Some Asian studies also showed that there were considerable differences in the reference values by sex and among population groups (7, 8) .
Even though very limited studies are available from developing countries, a multicenter study in Africa showed lower hematocrit (Hct) and hemoglobin (Hgb) levels, lower white blood cell and neutrophil counts (14) . Studies from some parts of Africa showed differences in biomarkers profile (10, 12) .
Lower CD 4 T-cell numbers have been reported in Asians and Ethiopians compared to Caucasians, although absolute CD 4 T-cell counts in Africans from the Central African Republic have been reported to be similar to Europeans (11) . Studies from Uganda and Kenya showed CD 4 counts that differed with age and gender (9, 10) .
The few studies conducted on African populations indicated differences in normal values compared with those from populations in developed countries (9, 10, 15, 16) . These studies were conducted on certain segment of healthy workers and might not be representative of the normal population and thus lack generalizability.
As described above the ethnic origin, genetics, gender, geography, and environmental factors, may influence some values of hematological and immunological profiles suggesting that the development of reference values for the Ethiopian population is imperative to improve quality of health care. Such valuable data at a local population level are scanty in the Ethiopian situation.
Therefore, this study was conducted to determine the hematological and immunological values for general population in community settings. If validated with other studies, this can be used as reference values in the future evidencebased practices. Moreover, this study would serve as baseline information for further studies at national level. This study was part of the survey for determination of magnitude of chronic noncommunicable diseases (CNCDs), risk factors of CNCDs and biochemical value determination for the community at GGFRC. Residents in the 10 kebeles of GGFRC with age range from 15 to 64 years of both sexes were included as per the WHO recommendation for CNCDs survey. It was planned to collect blood samples for hematological values measurement from 60% (3,300) of the total sample for CNCDs survey as per the recommendation of WHO (17) . Individuals selected from the total sample by simple random sampling were asked to give blood sample. The study included all apparently healthy individuals; however, those who were disabled and acutely ill during the data collection were excluded. The sampling procedure is showed schematically in figure 1 .
SUBJECTS MATERIALS AND METHODS

Population
New formats were developed for recoding of hematological and immunological values. Two laboratory technicians and two nurses were identified and trained on blood sample collection, completing the recording format, labelling blood sample, storage and transportation of the sample to Jimma University Hospital (JUSH) laboratory. They were provided with manuals that covers the standard operating procedures of blood sample collections.
After completion of the interview, all respondents who were selected for hematoimmunological tests were given early morning appointment. Whole blood sample was collected in the morning (8:00am to 12:00 noon) after cleaning the cubital area by 70% alcohol. Venous blood was drawn from each subject using vacutainer system and stored in vacutainer tube containing ethylenediamine tetraacetic acid (EDTA). Subsequently the blood was mixed with anticoagulant. The test tubes then were placed in ice-box and transported to the JUSH laboratory in the afternoon.
Six laboratory technicians trained on the purpose of the study, laboratory procedures and analysis, format completion and repository storage did the laboratory work within 12 hours of blood sample collection at Jimma University Hospital Laboratory.
Complete blood cell (CBC) count was performed using an automated hematology analyzer KX-21, (Sysmex Coporation, Germany). The analyzer was calibrated each day using commercial standards recommended by the manufacturer. The machine automatically dilutes a whole-blood sample, lyses, counts and gives a printout result of hematological values. The analyzed hematological values were Hgb, Hct, red blood cell (RBC) count, mean corpuscular volume (MCV), mean corpuscular hemoglobin (MCH), mean corpuscular hemoglobin concentration (MCHC), white blood cell (WBC) count (including neutrophils, mixed white cells and lymphocytes) and platelet count. Fluorescenceactivated cell sorter (FACS) system (Becton Dickinson San Jose California, USA) was used to enumerate absolute values for CD 4, CD 8 and CD 3 cells. The ratio of CD 4 to CD 8 count was computed.
ABO blood grouping was carried out using HEMA-CLONE monoclonal ABO blood grouping reagents while RH blood group was determined using Anti-D (RHO) IgM+IgG monoclonal blood grouping reagents. Blood groupings were done using slide methods where blood grouping reagents were placed on a test slide followed by a drop of blood from EDTA tube. The reagents and the blood were mixed using clean stick and spread by moving gently the test slide back and forth and checked for agglutination within 2 minutes.
Supervisors checked each completed format and rechecked during data entry. Data entry personnel coded and entered the data using a double entry method.
Data were entered using Epidata and analyzed using SPSS for Windows version 16.0 and STATA 11. Background of study participants and hematoimmunological summary values with measures of dispersion were determined when appropriate.
Ethical clearance was obtained from Jimma University's Research and Publication Office. Signed informed consent was obtained from study participants before blood sample collection. Detailed information on methods is described in article 1 of this special issue.
RESULTS
This study presented distribution of hematological and immunological profiles of 1965 (955 men and 1010 women) randomly selected individuals from a community setting.
The mean RBC count (95% CI) for men and women was 4.55 X 10 Table 3) .
The mean (95% CI) value for CD3, CD4 and CD8 T cells were 1743 (1689-1797) cell/µl, 809 cell/µl (787-832) and 812 (775-848) cell /µl for men and 1774 (1719-1830) cell /µl, 868 cell /µl (840-895) and 818 (783-853) cell /µl for women, respectively. The lowest mean CD4 value for men, 757 (711-803) cell/µl was observed in those age 55 years and above while for women, 810 (749-872) cell /µl was in those age 45-54 years. Except for the age stratum 45-54 years, the mean CD4 count is higher for women. The median values of CD3, CD4 and CD8 cells count were lower than the mean. The CD4 count of 95% of the men lied between 361-1,404 cell/µl and women 400-1,553 cell /µl (Table 4) .
ABO and Rhesus (RhD) blood group was determined for 1965 study subjects. Accordingly; 42%, 31%, 21% and 6% had O, A, B and AB blood group, respectively. Fifty seven (2.9%) subjects of them were RhD negative (Fig 1) . Two percent of those with blood group A, 6.5% of AB, 3.3% of B and 3% of O were RhD negative (Fig  2) . 
DISCUSSION
Hematologic and immunologic reference values are essential for evidence based practice. Many studies all over the world showed variability of reference values. Though few studies tried to show hematologic and immunologic profiles on segments of Ethiopian population, to the best of the authors' knowledge, the present study is more comprehensive in terms of the quantity and type of hematoimmunologic parameters included and the size of the population studied. The mean and median RBC, Hgb and Hct values at all age strata were higher for men than women. Such difference by sex is in line with the findings of other previous studies from different parts of the world (2, 8, 10, 13, 14, (18) (19) (20) (21) . However, one previous study from north-western Ethiopia reported high Hct in women (22) . Slight differences of mean RBC, Hgb and Hct values by age groups within same sex are observed with no specific pattern. This study revealed that the mean values of MCV, MCHC and MCH by sex and age (10) . However, the values of the current study (done at an average altitude of 1700 m) are lower than the findings of Tsegaye et al in Ethiopia which was done at an altitude of about 2200 meters above sea level (15) and the standards described in another literature (21) . The lower values in the current study as compared to the previous Ethiopian study (15) could be explained by the fact that the altitude of current study setting is low by 500 meter. Despite the fact that malaria is prevalent around Gilgel Gibe (23, 24) , the lower hemoglobin level in our study population might not be attributable to malaria as the MCV is high which could in turn be affected by other factors like parasitic infestations and micronutrient deficiencies. The mean value for MCV of this study is similar with the Australian finding (19) but higher compared to other reports (8, 18, 20) . The MCH and MCHC mean values of this study are similar to the American and Turkish findings (18, 20) , however, higher than the Malaysian report (8) . Slight differences of the mean WBC, differential and platelet count by age and sex are observed in this study without specific trend. Such minor differences by sex are seen on previous reports from different parts of the world (8, 13, 14, 19) . However, the mean WBC and platelet count in men was lower than mean value of women (2, 10, 18) . The WBC count in our study is comparable with findings of another study done in Ethiopia (25) but lower than the standard described in the textbook (4). However, the WBC count in the present study is higher than the findings of other studies in other parts of Africa (9, 10, 26) . The proportion of neutrophil is similar with report on Eastern and Southern African population (14) but, is low compared to the Malaysian report (8) .
Lower CD 4 T-cell numbers have been reported in Ethiopians and Botswana (15, 25, 26) compared to Caucasians, although absolute CD 4 T-cell counts in Africans from the Central African Republic have been reported to be similar to Europeans (11) . A study from Uganda showed CD 4 counts that differed with age and gender (9) . The mean values of this study for CD3, CD4 and CD8 T cell has no remarkable differences by age strata, however, the mean CD4 value is higher for women. The mean values of CD3, CD4 and CD8 T cells in the present study are higher compared to other studies in Kenya (10), Uganda (21), Ethiopia (25) and Tanzania (27) . However, the reference range of CD4 and CD8 lymphocyte in this study are far below the finding of Klose et al in Burkina Faso (28) and the western standards (21) . The lower reference range of CD4 and CD8 lymphocyte counts in our setting as compared to the international standards suggests researchers and policy makers to use locally available reference value to monitor disease progress such as HIV/AIDS and to assess the health status of the population during vaccine and drug trial. In this study, we observed that females have a higher CD4, CD8 lymphocyte counts and CD4/CD8 ratio. Similar findings have been reported in different settings (9, 10, 25) . We observed an important change is the progressive decline of the mean values of CD4 and CD8 lymphocyte counts as the age increases. These findings are in line with observations from similar investigations carried out in other parts of the world (29) (30) (31) .
Comparison of hematoimmunological values of the current study findings with other studies from different parts of the world is presented in table 5.
The ABO blood group distribution varies in different geographical and ethnic groups. Nevertheless, in almost all, O positive blood group is the predominant followed by A blood group while AB is the rarest which is in line with the finding of this study. In Caucasians in the United States, the distribution is type O, 47%; type A, 41%; type B, 9%; and type AB, 3%. Among African Americans, the distribution is type O, 46%; type A, 27%; type B, 20%; and type AB; 7%. Among Western Europeans, 42% have group A, 9% group B, 3% group AB and the remaining 46% group O (32-37). RhD distribution also varies worldwide. RhD negative blood group is documented as 5.5% in south India, 5% in Nairobi, 4.8% in Nigeria, 7.3% in Lahore, 7.7% in Rawalpindi. About 95% of African -Americans are Rh-positive whereas indigenous Africans are virtually 100% Rh-positive (32) (33) (34) (35) (36) (37) . In this study 2.9% of the subjects were rhesus D negative.
In conclusion, this study has established baseline values for haematological and immunological parameters in "apparently healthy" Ethiopians. The hematologic and immunologic parameters of the studied population in Southwest Ethiopia are different from the reports from other countries and the standards described in western literature.
Monitoring of the health status of the population in the study areas should be based on the local hematologic and immunologic values. We recommend conducting similar nationwide study to determine the hematological and immunological reference values of the Ethiopian population as a whole. 
